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CHAPTER I 
INTRODUCTION 
Medical social work came into existence in 1905 operating in a hospital 
setting. Recently, medical social work has been used to deal with problems 
outside the hospital. "The components of these problems are essentially 
those with which medical social work has always dealt; people, illness, a 
social situation. The Crippled Children's Program under the Social Secur¬ 
ity Act of 1935 used the medical social work services and found it quite bene¬ 
ficial. The "public welfare officials and public assistance workers have been 
utilizing the services of medical social workers and attempting to define the 
nature of those services in a large public program.''^ Thus, it is seen that 
medical social work outside the hospital has done much to make public offi¬ 
cials conscious of the medical needs of a great majority of the population. 
Definite limitations are set on the kind and extent of help which the 
medical social worker can offer the patient. Many problems come to her at¬ 
tention which can be handled best by agencies whose function it is to serve 
the particular need of the individual. In such cases, she selects the agency 
and refers the patient. On the other hand, there are community agencies that 
refer their clients to the medical agency, and the medical social worker act3 
as a consultant for staff members concerning the problems of health, or the 
needs of the clients as they relate to medical care. Herein lies an oppor¬ 
tunity for a close working relationship between the two agencies. "When such 
relationships exist between agencies, frequently, the medical social worker 
participates on a cooperative basis in treatment phases of the individual 
problem. 
■^Arthur E. Fink, The Field of Social Work.(New York, 19l|.2), p. 29k* 
^Ibid., p. 295» 
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The Purpose of the Study 
The City-County Department of Public Welfare, Dallas, Texas showed in 
their annual report for 19U2 that a great majority of their clients were 
dependent because of physical disability. The social workers of this agen<y 
refer their Negro clients to Parkland Hospital when physical disability is 
questionable or obvious. Dependent Negro families cannot afford a private 
physician because of limited resources. During the writer’s internship at 
Parkland Hospital periodic reports were given to welfare workers concerning 
the physical condition of their clients, as to some extent, she had worked 
with these clients in effecting treatment. In conferring with the Director 
of Social Service and Admissions at Parkland about the case of a patient who 
was a welfare client, the writer became interested in making a study of the 
relationship existing between the two agencies in their effort to rehabili¬ 
tate welfare clients. The purposes of this study are: to indicate the health 
problems presented by the welfare clients? to indicate the environmental con¬ 
ditions, and how they influence the health of the clients; to show the clini¬ 
cal services offered as an aid in the rehabilitation of the welfare clients; 
to show the services offered by the medical social worker as an intermediary 
between the two agencies; and to show whether the services offered by the 
clinic and the medical social workers are adequate to meet the needs of the 
Negro clients. 
Scope and Method of Study 
One hundred client-patients of the City-County Department of Public 
Welfare and the Parkland Medicine Clinic admitted between January 1, 1939 
to January 1, 19U3 form the basis of this study. These cases were selected 
from the Parkland Social Service Department Correspondence file. The files 
from August 19U2 through January 1, 19U3 were selected, but after securing 
a list from the file, it was found that these client-patients had been known 
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to both agencies over a period of time. Therefore, the period extending 
from January 1, 1939 through January 1, 19U3 "was selected for study. 
To obtain information concerning the social and medical factors of the 
patient, a schedule was used. This schedule was divided in four sections 
identification and physical surroundings, employment and income, illness, 
and source of referrals. Information for schedules was obtained through in¬ 
terviews with the case workers at the welfare agency, and from case records 
from both agencies. Annual reports of both agencies, and general information 
on medical social work and public welfare agencies were also used as addition¬ 
al source material. 
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CHAPTER II 
ORGANIZATIONAL SET-UP OF AGENCIES STUDIED 
Parkland Hospital, located at Oaklawn and Maple Avenue, Dallas, Texas, 
is a part of the City-County Hospital System financed by city and county tax 
funds* The hospital system is under the direct supervision of the City Coun¬ 
cil and the County Commissioners who elect a Board of Managers to serve in 
the capacity of advisers and policy makers. A Medical Advisory Council and 
a General Superintendent serving under the Board of Managers have advisory 
connections with the medical service department of the hospital and an ad¬ 
ministrative responsibility to Parkland Hospital maintaining, simultaneously, 
an advisory link to the City and County Health Boards. 
In the Hospital proper, there is a superintendent and medical director 
who perform administrative duties and are the final authorities on the vari¬ 
ous services rendered in each department. The medical director is primarily 
concerned with services performed in the departments of medicine, nursing, 
dietary, and housekeeping. This study deals with the medical service which 
will be further discussed in a later chapter. 
There are conditions determining eligibility for admission as a patient 
to the Hospital. According to the intake procedures and policies of Parkland 
Hospital, residence in Dallas City or county for one year.is required of all 
patients. The income limitation is established by Dallas County Medical 
Society. An unattached individual is allowed $57.00 per month, and $9.00 
per month in addition is allowed for each dependent. There are no restric¬ 
tions as to age or race, but permission for the treatment of a minor must 
be given by some responsible adult. 
The types of intake vary. All acutely ill patients and emergencies are 
hospitalized without regard to eligibility. Psychotic patients are treated 
in the psychiatric ward, but no alcholics or drug addicts are accepted. 
u 
5 
Patients suffering from contagious diseases, if they cannot be cared for in 
the home, or if they reside in public living quarters, may be treated in the 
isolation ward. 
First aid is given to any person, but if the patient is able to pay 
for such services, he is requested to do so. After the first visit, proper 
referrals are made for subsequent treatments. City emergency ambulance ser¬ 
vice is financed by the city. All calls are dispatched through the City Po¬ 
lice Department, and are relayed by direct wire to one of the ambulances al¬ 
ways in service. County emergency ambulance service is obtained through the 
sheriffs office and maintained by the County Pauper Burial Contract Holder. 
The fee paying patients are limited to three percent of the total in¬ 
take. They are not encouraged and are accepted only on the following condi¬ 
tions: first, an emergency patient who cannot be movedj second, a non-resi¬ 
dent emergency patient who cannot pay regular hospital rates5 third, low-in¬ 
come patients referred by attending staff physicians for pay or part-pay bedsj 
and fourth, low-income patients sent by other Dallas County physicians. 
In the medical service department, which is connected with the Medical 
Advisory Council of the hospital system, there is a medical director who has 
charge of the professional care of patients and the adjunct professional ser¬ 
vices. The professional care of the patients is the function of the attending 
staff, resident physicians, interns, and anesthetists. The adjunct profession¬ 
al services include those of the director of laboratories, director of social 
service and admissions, the director of out-put, X-ray department, and clini¬ 
cal record, and the medical librarian. The director of social service and 
admissions, supervises the admission clerks, relief workers, information and 
clinic clerks, ambulance drivers, and P.B.X. operators. 
Twenty-five clinics make up the out-patient department. It is on a 
social service basis and does not accept any fee paying patients, except for 
follow-up care of some conditions that have been treated in the emergency 
6 
department or hospital. Free drugs, approved by the social service office, 
are provided for indigent patients. Two clinics of the out-patient depart¬ 
ment will be discussed to some extent in this study, namely, Admission and 
Medicine clinics. 
The Admission clinic receives all new patients who have never been diag¬ 
nosed. The patient is referred from Admission to special clinics for diag¬ 
nostic service by appointment slips from the doctor in various clinics. The 
Medicine clinic diagnoses, treats, and refers patients to other clinics. Fi¬ 
nal and periodic physical check-ups are given welfare clients in the Medicine 
clinic which is the basis for the close cooperation between the Welfare Agency 
suid the Hospital. 
The Role of the Medical Social Worker in Medicine Clinic 
Acceptance of patients who need social treatment various with different 
hospitals. The social worker on duty at the admission desk sometimes dis¬ 
covers social problems during an interview, which she may "talk through" with 
the patient, or in some instances pass on to the clinic physician. She is 
unable to select patients merely on the basis of their social problem, be¬ 
cause those most in need of medical-social work may be excluded. 
At Parkland Hospital, the referral of patients to the social service 
department from the medicine Clinic is made by the clinic physician. When 
the physician finds a patient who seems to need social treatment, he indicates 
on the clinic chart the physicial condition, suggests the social problem, and 
refers him to social service. Sometimes the clinic nurse brings the chart 
to the social worker and at other times, the social worker may be asked to 
come to the clinic. 
The function of the medical social worker is to work with these referred 
patients, and help make their medical treatment effective. To accomplish 
this, the worker utilizes the case work method, which "involves in the main 
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study or inquiry into the case, analysis of the information secured, social 
diagnosis, and the development and carrying out of plans of social treatment."^ 
If the patient comes to the hospital and to the social worker upon re¬ 
ferral by the physician, it indicates that he is accepting help. At this 
point, the medical social worker must "understand the patient's feeling about 
the disease, acknowledge the steps he has already taken, and indicate her 
willingness to work along with him on the things that lie ahead."^ 
Upon referrals at Parkland, the social worker reads the clinic chart or 
converses with the physician to understand the medical problem. She clears 
through social service exchange to find out if the patient is known to other 
agencies, and often communicates with them. She interviews the patient and 
relatives at the hospital to ascertain any specific social factors which may 
bear upon the medical problem. In most cases, she makes a home visit which 
enables her to observe the home conditions, the neighborhood, and the patient 
in his own environmental setting. An analysis is made of the information se¬ 
cured and a summary written. This summary gives a picture of the patient's 
social situation and the problems presented especially those which cause or 
induce illness. The worker then confers with the physician; develops plans 
for medical-social treatment; and devises means of initiating plans. The 
plans for treatment depend upon the cooperation of the patient and the re¬ 
sources available. Therefore, the social worker must stimulate and maintain 
the patient's interest in following through treatment until he is discharged. 
The City-County Department of Public Welfare 
The City-County Department of Public Welfare, located at $1$ Browder 
Street, Dallas, Texas, is financially supported by the city and county. 
^Louise C. Odencrantz, The Social Worker (New York, 1929), p. 162. 
^Arthur E. Fink, The Field of Social Work (New York, 19l|2), p. 288. 
8 
Under the direct supervision of the city-county officials there is a welfare 
board which elects a director of the agency. The director is responsible 
for the entire agency program. Under the director, there are supervisors 
who are responsible for the various services rendered by the agency. These 
services are carried out by the case workers and intake workers who are re¬ 
sponsible to the supervisors. 
Services offered by the agency are public assistance, either direct re¬ 
lief, or federal food stamp participation, consultation, out-of-town inquiries, 
and paroles. 
Families, in which there is no person eighteen years of age or older 
who is able to work, are eligible for direct relief. Social as well as phy¬ 
sical factors are considered in determining eligibility. Physical employ- 
ability, when questionable, is determined by a physician. There is a resi¬ 
dence law of one year in the city or county of Dallas. 
Working Relationship Between Parkland Hospital and the 
Welfare Department 
A very c lose relationship exists between the Hospital and the Welfare 
Department because so many of the patients registered in the out-patient de¬ 
partment are receiving relief in some form. Therefore, it is important that 
the Hospital have information regarding the patient's social situation and 
the Welfare Department, in turn, have information regarding the health needs 
of their clients. 
Many problems come to the medical social worker which can be best han¬ 
dled by agencies particularly equipped to serve special needs of the individ¬ 
ual. There are patients who lack proper clothing, food, and are worried over 
inadequate finances such as unpaid rent. The City-County Welfare Department 
is used as a resource. In many instances, problems of hospital patients are 
social as well as medical. The City-County Welfare Department and the Hos¬ 
pital are most cooperative and share each other's services interdependently 
in being of the greatest service to these patients. 
CHAPTER III 
HEALTH PROBLEMS PRESENTED BÏ THE WELFARE CLIENTS 
"Physical illness is looked upon as one of the inevitable experiences 
common to all of us."l The very nature of maladies sets limits upon the 
capacity of the individual to deal with himself, thus he seeks relief for 
his physical distress. Most people of sufficient means seek the services 
of a private physician, and those, without sufficient means, avail themselves 
of hospitals with free clinics or those clinics which charge a small fee. 
The patients in this study were without funds to procure aid from a 
private physician and attended the Medicine Clinic of Parkland Hospital 
which charged no fee for its service. In some instances, the patients came 
to the hospital of their own knowledge or because of its accessibility. In 
other cases, they were referred by social workers, community agencies or 
various persons. 
The following table shows the sources of referral for the patients: 
TABLE 1 
SOURCES OF REFERRAL TO CLINIC FOR THE PATIENTS STUDIED 
Source of referral Number of patients 
Own accord 61 
Public Welfare Workers 29 
School Officials 2 
Miscellaneous 18 
Total jjjg 
According to the figures found in Table 1, the majority of the welfare 
clients sought medical treatment on their own initiative. The next highest 
number vrere referred by workers of the Department of Public Welfare. Mis¬ 
cellaneous sources included referrals from employers and relatives. From 
■^Ida M. Canon, Social Work In Hospitals (New York, 1917), p. 100. 
9 
10 
this category, 18 -were referred. The fewest referrals made were by two 
school officials, a chool principal and nurse. 
Basis of Referral 
As is usually the case, illness has a tendency to increase the patient's 
dependency. The social worker, who plays an important part with these wel¬ 
fare clients is called upon to utilize all her skills and knowledge, in help- - 
ing them. In cases where illness is the main problem of dependency, peri¬ 
odic reports on the client's condition are needed to determine plans for re¬ 
habilitation or employability. The following letter form of the Department 
of Public Welfare is illustrative of this. 
11-30-1*2 
Social Service Department RE: Roy Leon 
Parkland Hospital Clinic #12l*9 
Dallas, Texas 
Ada Leon 
Dear : Clinic #1088 
Mr. Leon, who is now an out-patient of Parkland Hospital, related that 
he had good health until 19l*l, at which time, he began suffering from 
sinus trouble and a spinal complaint. Recently, he has become quite 
nervous, and stated that there are some individuals who believe he is 
going insane. He also has a cough and complains of lung trouble. In 
a recent conversation with him, he stated, "I'm scared to death, but I 
think I'm going to die soon." 
Do you feel that further medical or surgical treatment will aid in the 
rehabilitation of Mr. Leon? 
Mr. Leon's spouse, Ada advised us that she suffered from female disorder 
a few years ago, but was apparently cured. She was a hospital patient 
from September 30 to October 1, 191*2, during which time a growth was re¬ 
moved from the uterus. VKhat is the present status of her physical con¬ 
dition? Does she need continued treatment? 
Mr. and Mrs. Leon have been asked to report to Medicine Clinic on Friday, 
December I*, and each has been given a letter of introduction. 
Yours very truly, 
^Letter from Mary Agnes Yerwood, Caseworker, City-Cpunty Department of 
Public 7/elf are, Dallas, Texas, December 1, 191*2. 
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The sick person "usually has a trusting confidence in the ability of 
the hospital to relieve his physical distress."*^ He comes to the hospital 
with the belief that all medical knowledge and skill will be directed toward 
repairing and restoring him. This seemed to be the feeling of more than one 
half of the patients as they came to the clinic without the welfare worker’s 
suggestion. 
After the patient has sought medical help, he may, or may not be able 
to understand his physical condition and needs. Mary persons neglect minor 
illnesses after leaving the clinic physician and the medical social worker. 
It therefore^ becomes necessary for interested persons to make them conscious 
of their health problems, and the family as well. The following case is an 
example : 
Mrs. G. was the mother of five children, of which three were school 
age. They lived in a two room frame house that affords no modem con¬ 
veniences. Mrs. G. had once attended the Gynecology and Obstetrics 
clinic and was now very emaciated and had a hanging cough. She had not 
taken time to attend a clinic because of her two small children, ages 1 
and 2 and she did believe she would get better when the weather grew 
warmer. Frequent absences from school on the oldest child’s record caused 
the principal to go into the home, and he referred the mother to Medicine 
Clinic. 
"Hospital social service aims to bring to the patient’s aid the parti¬ 
cular community resources which will most effectively assure his return to 
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health."Sometimes the remedy must be compounded out of the forces within 
the patient himself. "3 The following case points out the interpretation given 
a patient by the medical social worker indicating the significance of her 
illness to her family and dangers to her progress. This case was referred 
to the hospital by a case worker_Trom the Department of Public Welfare one 
■^Arthur E. Fink, The Field of Social Work (New York, 19U2), p. 280. 
2Ibid. 
^Ida M. Canon, Social Work In Hospitals (New York, 1923), p. 28. 
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year ago. The patient was examined, in Admissions Clinic and referred to 
Medicine Clinic, but did not return. 
Mr. J. stopped by medical social worker’s office during his visit 
to Cystology and Proctology Clinics for an interview with worker. He 
and his family have been direct relief clients for the past eleven 
months. He is now concerned about his wife who is ill, but will not 
consent to come to the clinic. Mr. and Mrs. J. have eight children 
ranging in age from 3 months to 19 years. Mrs. J. went to the clinic 
once this past year, but would not return because she feared the instru¬ 
ments of the doctor and also thought her legs would be put in a cast. • 
Mrs. J. is now unable to walk any distance without falling - her legs 
"give away". She has great difficulty in doing her housework and on 
several occasions she has fallen with the baby. However, she will not 
consent to come to the clinic. Mrs. J. also complains of severe head¬ 
aches and vaginal discharges. Mrs. J. was visited by the medical social 
worker who pointed out how her physical condition would make her more de¬ 
pendent and prevent her from caring for her family. Mrs. J. accepted 
this and agreed to attend the Medicine Clinic on the following day. 
Many referrals were made to the Medicine Clinic daily by case workers 
from the Department of Public Welfare who were constantly looking for possi¬ 
bilities of "putting the client on foot" again. There were some patients who 
seemed quite satisfied on relief and used illness as a reason for being un¬ 
employed. Because of employability is considered a resource, it becomes nec¬ 
essary for the welfare social workers to determine whether the patient can 
perform light work and also continue treatment at the hospital. The medical 
social worker is able to give this information to the welfare workers which 
serves as a basis for referral and also as an effective cooperative service 
between the two agencies. In the following case, the clinic report shows 
that the patient is physically able to do work, although she feels unable to 
do so when visited by the welfare worker. 
Mrs. L. is separated from her husband and assumes the responsibility 
of two small children. She was granted assistance during her last preg¬ 
nancy and a recent illness. She appeared healthy on the welfare worker’s 
recent visits to her home, but said she felt "terrible" everyday. She 
was given a letter to attend Medicine Clinic and her clinic record showed 
her to be in good condition physically. The welfare worker told her of 
this report and the patient "felt worse now days" and thought she was 
pregnant. Again, Mrs. L. was asked to attend clinic for a physical ex¬ 
amination. This report showed no record of pregnancy. She was able to 
work and vinegar douches were recommended. 
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Basis of Acceptance 
The out-patient clinics, of which the Medicine Clinic is a part, does 
not accept pay patients except on rare occasions which may be a follow-up of 
some condition which has been treated in the Emergency Department or in the 
hospital proper. 
Various plans have been evolved for selecting from the entire clinic 
set-up those patients who need social services most. The admission desk af¬ 
fords a good opportunity to learn about the social complications of the pa¬ 
tient. The Parkland out-patient department has several intake hospital work¬ 
ers to register the patients as they enter. Wien new patients are registered, 
they are interviewed later by a social worker who takes the identifying in¬ 
formation; makes inquiries into financial status; observes, and is alert to 
those needing social service. Here the medical social worker is able to study 
the various economic groups served by the clinic; to make referrals to those 
individuals refused admission; and to work in close relation with other social 
agencies. 
The welfare clients are always accepted because they meet all eligibil¬ 
ity r equirements of the Hospital. There is one exception to the rule of eli¬ 
gibility due to the teaching-training program conducted by the Hospital for 
medical students and nurses. Patients, who have rare or peculiar maladies 
and are not eligible for free services, are sometimes accepted for the pur¬ 
pose of observation and study. The medical social worker is also c ailed in 
on cases when the problem warrants social treatment. 
Medicine Clinic accepts all cases from the Admission Clinic that have 
not been referred to special clinics as: cardiac clinic, diabetic, obstetric, 
and the like. It also accepts patients for complete physical examinations 
referred by other clinics, the hospital proper and social agencies. Such 
illnesses are: hyper-tension, arthritis, gastro-intestinal, and lower res¬ 
piratory are treated injthe Medicine Clinic. 
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Findings of the Clinic 
TABLE 2 
CLASSIFICATION OF DISEASES OF WELFARE CLIENTS ACCORDING TO DIAGNOSIS. 
Classification of Diseases Number of Patients 
Nerve and Circulatory 6h 
Female Disorders ul 
Gastro-Intestinal Disorders 20 
Venereal Diseases 21 
Respiratory Diseases 16 
Endocrine Disturbances 11 
Kidney-Urinary Diseases 9 
Nutritional Diseases E> 
Mental Disorders h 
Unclassified 9 
Clinical findings are the results of the observation and examination of 
the patient by the doctor whereby he is able to give a diagnosis and some¬ 
times, a prognosis of the disease. According to Table 2, the greatest number 
of patients had nerve, circulatory, and female disorders. The venereal and 
gastro-intestinal diseases claimed the next highest number. The -unclassified 
diseases included: frozen feet, tumor, corneal -ulcer, Riggs disease, and 
spondylolisthesis. 
With the exception of nine patients, every one had two or more diseases. 
It was discovered that many of these patients had very poor constitutional 
equipment. Some medical histories showed illnesses over a period of years 
this is revealed in the following case: 
Miss J., a 37 year old woman was a domestic worker. Her illness was 
diagnosed as "Beginning cardiac decompensation, and pelvic infection 
disease." Her medical history showed that she had had Asthma for 20 
years, pains and swelling of extremities for four years, a chronic cough, 
and severe dsymennhorrea. She also had a history of attacks at which 
time she "falls out". 
Similarly this case illustrates a patient who had been ill over a period 
of years. 
Vera was an 18 year old girl-who stopped school in Junior High SchodL. 
Her home life apparently was not satisfactory and her mother was also a 
patient. Vera's medical history showed a history of chronic tonsilitis 
and laryngitis. A tonsilectomy had been performed and an X-ray of 
her chest -mas made. Vera was underweight and had no energy. She was 
the nervous type and easily upset emotionally. She had shown no im¬ 
provement physically and had had the same complaints for the past several 
years. The doctor's diagnosis was psychoneurosis. 
It was also found in this study that almost one-half of the patients 
had hypertension and hypertensive heart disease. In every case of hyper¬ 
tension another disease was discovered. There were forty-five women with 
female disorders, nineteen of these had pelvic infection disease, and ten 
had a fibroid of the uterus. In practically every case of pelvic infection 
disease, the condition was chronic and a hysterectomy was recommended for the 
fibroids. 
The basis of referral and acceptance of these cases pointed out strong 
dependency elements and use of illness as a reason for being unemployed. 
Clinical observations of most of these patients showed some justification for 
these reactions. Ninety-one patients were found to have upon examination more 
than one disease and predisposing factors as to limited constitutional equip¬ 
ment and lengthy periods of illness. 
CHAPTER IV 
PRECIPITATING CAUSES AFFECTING HEALTH PROBLEMS 
According to Janet Thornton, an outstanding medical social worker, hu¬ 
man beings must be subjected to the following in order to maintain life, 
"habitable geographical conditions, air, and sunlightj food and fluid; shel¬ 
ter, clothing, and fuel to protect against temperature changes; sanitary dis¬ 
posal of waste; protection from dangerous insects and animals; and finally, 
personal service to provide the above materials and conditions for those un¬ 
able to provide for themselves. "■L 
Repeated contacts with the one-hundred patients studied revealed that 
many of the unfavorable health situations found among Negroes are due to ad¬ 
verse economic and social conditions under which they live. They have been 
excluded from various occupations and have been discriminated against by 
many employers and labor unions which tend to keep them in the ranks of un¬ 
skilled workers. 
Residential segregation has forced many of these patients to live in 
rear alleys, along the railroad tracks, and near business and industrial cen¬ 
ters. Such neighborhoods tend to impair the health and hinder the progress 
of the individual patient. 
The present day tendency in medical social work is towards individuali¬ 
zation. The person as well as the disease must be considered which means that 
there has to be some knowledge of the sick person’s environment in order to 
effect any kind of treatment. The medical social worker at Parkland Hospi¬ 
tal observed that these patients presented ample material for a social as 
well as a medical clinic and their diseasès correlated, to a great extent, . 
Janet Thornton, Social Component in Medical Gare (New York, 1937), p. 119. 
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with environmental conditions. 
In considering disease as a factor in social maladjustment, the medical 
social worker sees - 
conditions possibly causal, possibly contributory, -which are more close¬ 
ly related to the illness of the individual than the medical specialist 
is likely to perceive. The pathologist may see in the smear of impov¬ 
erished blood merely a routine laboratory test, yet it may be the climax 
in the story of a girl forced into factory life to add a pittance to the 
meager income of a deserted mother.1 
This stresses the importance of the social worker's role in the hospital. 
It is at this point that the social worker, with her training and skills is 
enabled to recognize symptoms; determine causes and effects; and use thera¬ 
peutic measures for treatment thereby stressing an interdependence of medicine 
and social work. 
Physical Surroundings of Welfare Clients 
TABLE 3 
TYPE OF DYffiLLING UNIT OF PATIENTS 
Dwelling Unit Number of Patients 
Frame Houses 
one room 20 
two room 21 
three room 28 
four room 11 
five room 2 
six room 1 
Tent 1 
Tin pool hall 1 
Condemned building 1 
Old church annex 1 
Unknown 12 
The findings of the environmental conditions of these patients are varied 
and interesting. All are living in frame houses except four patients who 
dwelled in a tent, a tin pool hall, a condemned building, and an old church 
annex, according to Table 3* All the homes were situated near business 
-*-Ida M. Canon, Social Work in Hospitals (New York, 1923), p. 26. 
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districts, along railroad tracks, in deteriorated neighborhoods and on the 
outskirts of the city. On the whole, the houses were in fair condition, but 
there was also a large number which needed repairs. The social worker found 
innumerable homes with bad floors, no wall paper, or window shades. 
The number of rooms ranged from one to six. There were 28 patients who 
lived in three room houses built "shot-gun" style. Twenty patients were liv¬ 
ing in one room which included those who were rooming and sharing friend's or 
relatives' home. Twenty-one lived in two room houses; eleven in four room 
houses; two in five room houses; and two in six room houses. One patient had 
no permanent residence. There was lack of housing information concerning fif¬ 
teen. 
Generally speaking, it was found that these patients did not have very 
large families. The household composition ranged from one to eight persons. 
The majority of the patients lived alone or in families consisting of two per¬ 
sons. Ten patients were living with friends and relatives. It was not possi¬ 
ble to secure adequate data as to the total number in these households. . Two 
patients lived in a Negro Convalescent Home which housed seven patients, a 
housekeeper, and the owner. This hernie was very inadequate consisting of a 
six-room frame house designed for a single-family dwelling unit. Three rooms 
were given over to the patients. The women patients occupied one room with 
single beds sharing a bathroom. Two rooms were occupied by male patients who 
had only an improvised bath. This home was located in South Dallas along the 
railroad track and had no provisions or space for recreational activities. 
Only two patients lived in homes where there were six, seven, and eight 
persons. There were 53 patients who were the heads of their families and also 
the only adult in the home. Two adults were found in the homes of 33 patients; 
3 adults in 3 patients home; and It adults in the home of 1 patient. 
There were very few small children found in these patients families as 
is indicated in Table 5 in Appendix. This may have been due to the fact that 
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many of these patients were middle-aged and their families had moved to other 
areas of the city. There were 10 patients who lived in homes where there 
were one to three pre-school children and 1;3 patients lived in homes inhere 
there were one to seven school children. 
According to the findings on the type of dwelling, room space, and house¬ 
hold composition of these patients, only a small percentage of the patients 
could have their physical disabilities attributed to or aggravated by poor 
shelter and over-crowding. However, the following patient’s disease and phy¬ 
sical condition was affected by his poor housing situation to the extent that 
the social worker was forced to make plans with him to find accommodations 
elsewhere. 
Mr. A., a patient, had been diagnosed by the clinic doctor as having 
bronchiectasis, upper respiratory infection and pulmonary tuberculosis. 
Despite treatment, Mr. A. showed no improvement and the medical social 
worker was asked to make a visit. She found that Mr. A. lived in a row 
of "shot-gun" houses located in an alley and dense neighborhood. The 
house was very close to the ground and water stood under and on the side 
of the house many days after a hard rain. He shared a bedroom with three 
other persons and could get very little fresh air due to the size of the 
windows and crowding of houses on the side. Plans were made to obtain 
a better home in a more wholesome location for Mr. A. 
The main utilities and fuels used by these patients were electric, wood, 
gas, and kerosene oils, (see Table 6 in Appendix). Over one-half of these 
patients used wood and the others used gas, kerosene, and charcoal. 
In the homes of the patients who used wood, it was observed that very 
few wood ranges were used. In the majority of homes, tin heaters were used 
for heating purposes. This type of heat is conducive to fire and health 
hazards. There was danger of articles and pieces of furniture near the heater 
becoming ignited and also the rood and ceiling due to sparks and intense heat 
of pipe. Due to the irregularity of the heat, the temperature of the room 
becomes conducive to respiratory diseases and endangers the lives of thos£ 
having the disease. 
One patient lived in a condemned building and cooked her food outdoors 
on a charcoal furnace. She used this furnace for cooking and a small oil 
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heater for heat. This inconvenience seemed to have no affect upon her physi¬ 
cal disability which was diagnosed as gall stones and syphilis.. 
The source of light also constituted a problem of concern because of 
two extremes, either too little light, or too much light. Sixty-five patients 
used kerosene lights, twenty-nine used electric lights, and there was lack 
of information concerning lights used by the remaining six patients. 
It was found that the patients who lived with friends or roomed were 
those who used electric lights. Several homes were visited where the houses 
had been wired for electricity, but due to the family's low income, the land¬ 
lord was reluctant to install a meter and have the lights connected. 
With the patients who used kerosene lights, it was observed that many 
of the lamps were very smoky and black, while in other homes much pride was 
taken in keeping a clean, clear light. Electric lights are accepted as the 
most convenient and advantageous. Kerosene lights are believed to add heat 
to the air which reduces the amount of oxygen and sometimes give off poison¬ 
ous smoke. Eye strain is sometimes attributed to faulty lights, but refrac¬ 
tions were given to only a small number of these patients. The great majority 
of these patients did not seem interested in reading and it was noted that 
the only reading material in the home was comic books, old magazines, and the 
Bible. 
The source of water is always an important aspect in the health of an 
individual because it has been discovered that many diseases have their ori¬ 
gin in the source of water supply. Over one-half of these patients used 
city water. However, one-fourth of this number obtained their water from 
neighbors. In the neighborhoods where a number of rent houses were located, 
one hydrant was used by four and five houses. With the exception of the two 
patients living in the Convalescent Home and those living as roomers, there 
was no provision for running water in the house. There were fifteen patients 
who used well water, and four who used pump, cistern, and barrels. 
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Lavatories, when neglected or carelessly kept, can be harmful to health. 
Infectious diseases as colds, sore throat, syphiliâ,. and others are easily 
transferred by unclean faucet handles, door knobs, and other bathroom fix¬ 
tures. There were lack of inadequate facilities for water and sewage dis¬ 
posal in the homes of some of these patients. The types of toilets found 
among their homes were indoor and outdoor. The indoor toilets ranging from 
a "cubby hole" with flush toilet to a bathroom with the three piece fixtures, 
and the outdoor toilets included water, dry, and pit types. The water toilets 
were the most prevalent. However, it was found that water had to be carried 
for the purpose of flushing which inconvenience resulted in filthy toilets. 
It was observed that in some homes visited, the toilet seats were broken and 
the rim of the commode was substituted for the seat. Bath tubs and wash 
basins were used by only a small number of patients. The exact number of 
patients sharing one toilet with other persons and families is unknown. 
Information concerning the physical surroundings and conditions of these 
patients was most essential in planning treatment and determining prognosis 
The following case is illustrative of this: 
Mr. G. a middle-age married man and apparently illiterate, was ad¬ 
mitted to Medicine Clinic for treatment. He was in very poor physical 
condition, as his body and all extremities were swollen and he was not 
ambulatory. The diagnosis was external hemorrhoids and hypertensive 
heart disease. Because of his condition, he was admitted to the hospital 
ward and remained for three weeks. Upon discharge, he was to report 
weekly to the clinic for follow-up treatment. On his first visit to the 
clinic little progress was noted, on the second visit, Mr. G. was in a 
complete state of relapse. The medical social worker was asked to make 
a home visit to this patient. She found that Mr. and Mrs. G. and one 
school age child lived in a one-room frame house where they cooked and 
slept. A wood stove was used for cooking and heating purposes. Kerosene 
light, dry toilet, and city water were used. The water was carried from 
a neighbors' house. It was felt that the poor home condition and living 
arrangements did much to aggravate Mr. G's illness. Plans were made to 
transfer Mr. G. to the Convalescent Home. 
One-hundred patients were recipients of the City-County Department of 
Public Welfare and represented the unskilled laborers as is shown in the table 




TYPES OF EMPLOYMENT FOUND AMONG PATIENTS PRIOR TO ILLNESS 
Type of Employment Number of Patients 
Domestic and Fersonal Service YU 
Common Laborers 12 






Illness, which prevented the wage earner and head of the home from pro¬ 
viding for his family, had caused a great majority of these patients to apply 
for direct-relief assistance. There was a comparatively small number carry¬ 
ing insurance, and with those who gave insurance as a resource, payments were 
in arrears. In the case of more than one-fourth of the total number studied, 
the family income did not meet the minimum budget needs, but fortunately the 
family could receive benefits of the Federal Food Stamp Program. 
The W. P. A. and C. C. C. offered employment for a high percentage of 
these patients and with the curtailment of such activities, these patients 
were forced to return to the relief rolls. 
Social Service Exchange clearings showed that seventeen of these patients 
had been known to social agencies over a period of years. The years extend 
from 1929 to 191*2 inclusive. The period from 1933 to 1936 and the year of 
19U2 showed the largest number of registrations indicating acute need during 
the height of the depression. 
Inadequacy of income was known to be true for some of these patients 
prior to their illness. Their sources of earnings had been derived from hard 
and unskilled labor which paid very low wages. According to Table U, there 
were 7U patients, 18 men, and 96 women engaged in domestic and personal ser¬ 
vice, 12 in common labor, such as digging ditches and sweeping streets, 7 
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in farming, 1 in construction work, 3 in factory work, 3 in professional 
work, - 2 in teaching and one in beauty culture field. The actual amount 
of income for each patient's family was not known, but with farmers, it was 
found that they cleared approximately $200.00 a year, and with the women en¬ 
gaged in domestic work, $6.00 per week seemed to be average wage. 
It was found among these patients that lack of income did much to cause 
physical discomfort and disability in that it caused anxiety, mental strair> 
and fatigue from striving to earn a living. A great majority of these pa¬ 
tients had worked laboriously throughout their lives and their health had 
become affected at middle age. 
The patients who lived alone seemed to have been pretty well adjusted 
and did not manifest worries or loneliness. It was a problem in some in¬ 
stances when the patient had to be confined to the hospital and was sent home 
in a convalescent state and also, when the clinic physician would order bed 
rest. In such cases, the services of the Visiting Nurse and the W.P.A. House¬ 
keepers were utilized. 
There were also many situations where economic factors precipitated poor 
health and in turn, personal demoralization. This was tirue of the following 
cases 
Kathy, a well-developed 19 year old girl, had never had any luxuries 
of life and few necessities. Her family had been known to social agencies 
since 1933* and had received direct relief for the past year. Her father 
had been ill one year from an injury received on a job, and her mother 
suffered from a nerve disorder. They lived in a poorly kept three room 
house with no modern conveniences. Kathy married and lived with her hus¬ 
band seven months. After her separation, she returned to her parents' 
home. The economic status of her home and illness of her parents annoyed 
her. Soon she began rooming and living with men who could give her some 
of the things she wanted. She visited her parents occasionally and told 
her mother she would stay home if they had something to offer. Kathy 
was soon being treated in the venereal disease clinic for syphilis. 
None of these patients were home owners. Case records quote many as 
saying, "I've never had enough money to buy a home", or "I've always thought 
it was cheaper to rent." Possessions and property had not been a part of 
their experiences. They were dependent upon whatever landowners could furnish. 
2k 
Social Relationships 
According to W. I. Thomas, human beings have four wishes that must be 
gratified before they can become socially adjusted?; Certain conditions are 
necessary to keep the individual in a state of emotional equilibrium. "The 
desire for response is the most social of the wishes, "2 - because it brings 
into play affectiona! relationships with others and also altruism. The de¬ 
sire for new experiences, recognition, and security are gratified through 
the social relationships with others and group contacts. 
The individual may adjust to a situation without the gratification of 
all these wishes if he has other means of compensation, or a satisfactory 
substitute. However, if he is unable to find compensation for his ungratified 
wishes, they are likely to result in emotional t ension, feelings of anxiety, 
restlessness, depression, loneliness, and irritability. Such feelings have 
a very definite effect upon the physical as well as the mental state. With 
these patients, such feelings are revealed in group conflicts, or by the 
avoidance of group relationships. The case following is an example. 
Mrs. B., a very a ttractive intelligent young woman, was a member of 
a family of four. Her parents were very prosperous tenant farmers and 
made a comfortable living. Mrs. B. led a rather normal life; graduated 
from the city high school; and spent three years in anaecredited college. 
She was quite active in the college activities and was one of the campus 
favorites. At the close of her third year college work, she married a 
young business man in the city where the college was located. She had 
had two children, one dying at birth and the other at the age of three 
months. Mr. B. was cruel to her during pregnancy; allowed her very little 
money; and deserted her after her last child was born. Mrs. B. was unable 
to work because of her health and the responsibility of an infant. She 
was helped by a social agency. After the baby's death she returned to 
her farm home, thereby losing contact with most of her friends. Through 
her father's influence, she tried to teach school, but was not success¬ 
ful. She left her farm home and began working as a domestic in a large 
city. Adjustment to this type of work was somewhat difficult and caused 
much physical strain because of the hard work. Mrs. B. attended clinic 
and an ooperectomy was performed. Later her condition was diagnosed as 
hypertension and nervousness. 
%. I. Thomas, The Unadjusted Girl (Boston. 1928), p. 31. 
^Ibid., p. 31. 
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The family group is the basic and first group an individual knows. This 
emphasizes the fact that the home environment is very important in the social 
and physical development of the individual. A large number of these patients 
lived alone, ten lived with relatives and friends, and one patient had no 
permanent place of abode. "Absence of the capacity or opportunity for per¬ 
sonal friendship causes disabling diseases."-*- In the following case, group 
contact or a sense of belonging would have proved very meaningful to this 
patient. 
Mrs. J., a 53 year old widowed woman with no known relatives, lived 
with a friend who gave her free rent in turn for her help with house¬ 
hold duties. She had worked as a domestic until 19 UO when she became 
•ill with severe hypertension. She became a direct relief client. A 
more recent diagnosis revealed, Lymphogranuloma for which an operation 
was recommended. Mrs. J. did not want to undergo the operation because 
she felt that no one would be near her or concerned about her. She had 
not attended church for sometime so she was not a part of a church group. 
Mrs. J. would often express feelings of depression and loneliness to her 
caseworker. She also made this expression very often concerning the 
friend with whom she lived, "I don’t want to be too much trouble to Mr. 
and Mrs. X., because they are not my blood kin." 
Family relationships can be an asset and at times, also a liability. 
In homes where there were incompatibility, friction, and marital discords, 
the patient’s illness was sometimes accentuated. The following case is illus¬ 
trative . 
Mr. S. was lj.8 and his third wife Mrs. S. was 35. They had been mar¬ 
ried three years. He was the father of five children by his first and 
second wives. Three of these children were now with him and ranged in 
age from 9 to lU years. Mr. S. had been ill for sometime. He underwent 
an operation for duodenal ulcer and later was treated for neuronitis. 
It was difficult for him to walk and motor coordination was poor. Mr. S. 
was unable to satisfy Mrs. S. sexually and he was jealous of her friends 
and her absence from the home. They quarrel frequently, and she punished 
the children as a means of "getting back" at him. On one occasion, she 
took his crutches and returned them to the hospital, making it impossible 
for him to get about in the house. This marital friction and relation¬ 
ship did much to impair Mrs. S.*s physical condition. 
Outside relationships included the school, church, and clubs. Considering 
"''Edward T Devine, Misery and Its Causes. Qfew York, 1930), p. 157. 
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the educational status of these patients and their household, the following 
figures shows 27 had 1, 2, and 3 grade education; U6 had It, 5, and 6 grade 
education; 23 had 7, 8, and 9 grade education; 5 reached high school; 2 
reached college; 11 were illiterate; and for 8 there was no information. 
The available outlets as nigït school, church, public library, movies, 
and clubs were not utilized by the majority of these patients. The church, 
movie, and ’’juke joints” were most frequently used, and in the case of the 
middle age patients, these were not used. 
With the patients who had children in school never attended a parent- 
teachers meeting or any school activity. The men patients who were able to 
get around in the community sat around wood yards, substandard stores, cafes, 
and the like to talk with the usual "gang" gathered there. 
Most of these patients claimed to be members of the Protestant Church 
though very few attended any church. Their lack of clothing and their state 
of health was given as an excuse for non-attendance. One case that is worthy 
of presentation as it had definite bearing on the role of the church is that 
of Susie James. 
Susie, a 15 year old high school girl had fainting "spells" at the 
onset of each menstrual period. She had been unable to adjust to the 
school setting and made no friends. A number of children pitied her, but 
would not associate with her. Others teased and made fun of her dress 
and size. She lived with her paternal grandmother, who seemed to be a 
religious fanatic. Their one room "shack" adjoined their dilapidated 
church, and the grandmother rang the church bell for various occasions. 
The church was the predominant influence in Susie's and her grandmother's 
life. The minister was held as the ideal, and Susie enjoyed repeating 
the advice she had given her. Susie did not visit with other girls her 
age because her Sundays were taken by church activities and she was bijtsy 
on other days. This church seemed to be an outlet for its "handfull" of 
members. Their "shouts," "loud cries," and "pleading prayers" manifest 
pent-up emotions. 
On the whole these patients seemed satisfied with their isolation from 
groups. Their contacts were quite limited and no reading was done other than 
comic books and the Bible. Cards and checkers were the only games played and 
sexual promiscuity seemed prevalent. 
According to findings, there were some correlations between inadequate 
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physical environments and poor health. The emotional tone and relationships 
in the homes did effect the patient's illnesses and often were liabilities 
in bringing about recovery. 
CHAPTER V 
REHABILITATION MEASURES 
According to Sullivan and Snortum, "the salvaging of disabled persons, 
young or old, is a very recent and very modern idea. Rehabilitation of 
disabled persons "began as private effort and experiment} advanced to public 
support and effort; and is now making rapid progress in a most needed co¬ 
operation between the two."2 The rise of scientific social work has been 
the source of present day rehabilitation work. The social worker, believing 
that the procurement of relief or any other treatment should be on the basis 
of need and restoring the dependent to independence wherever possible, has 
permeated the rehabilitation program. 
With these patients, illness was the cause of dependency, and the basis 
for requesting surplus commodities, direct relief, and in some cases, both. 
The idea that alms giving increases degradation has been carried over from 
the past into the thinking of modern times. With this in mind, the welfare 
workers attempted to make plans for treatment that would restore these patients 
to a normal mode of living. The handicapped man, in general, needs, "assis¬ 
tance in finding employment, surgical care, support until employed, removal 
from lodging house environment, and general friendly interest."3 Some pa¬ 
tients manifested all of these needs and others needed medical care, rather 
than surgical care, maintenance and assistance in finding employment. Such 
needs coordinated the services and cooperative efforts of the welfare agency 
and the Medicine Clinic. The welfare agency secured continued and complete 
medical care for their clients in order to help him overcome his physical 
disability and eventually become employable. The periodic physical reports 
and prognoses received from the Medicine Clinic determined to some extent the 
^■Sullivan and Snortum, Disabled Persons Their Education and Rehabilitation 
(New York, 1926), p. 3. 
2 
Ibid., p. x. 
■^Ibid., p. 11. 
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future plans for the client by the welfare worker. 
There were two general ways by which a disabled person might be reha¬ 
bilitated, by removing the physical handicap through the use of medicinej 
and by making the disabled person economically secure despite the handicap. 
The first is usually considered physical restoration and the second vocation¬ 
al rehabilitation. 
Physical Restoration as a Result of Clinic Treatment 
TABLE 5 
DISEASES OF YffiLFARS CLIENTS ACCORDING TO PROGNOSIS 






Physical restoration included all measures or services rendered by the 
clinic to repair or remedy the impaired body condition. According to Table 5>, 
the findings of the clinic showed the following prognoses: 7k were chronic 
cases} 12 were recurrent} 10 were curable} 2 were undetermined} and 2 were . 
unknown. 
Over one-half of these patients had chronic diseases which gave, to a 
certain degree, permanent disability and continuing symptoms. Hypertension, 
hypertensive heart disease, sinusitis, rheumatism, arthritis, and the like, 
are considered chronic diseases. There were specific cases where it was im¬ 
possible for the patient to regain his health. This was influenced by the 
length of illness, age of patient, constitutional factors and physical en¬ 
durance . 
In the following case the patient had a very poor physical equipment. 
Mrs. D. was admitted to the hospital in January, 1939 and re-admitted 
November, 191+2. She was 1+9 years old and her medical chart showed the 
following diagnosis: hypertension, bronchitis, and possible tuberculosis. 
Her medical history showed that her teeth had been extracted} her urethra 
30 
dilated; and a salpingectomy had been performed. She had also had a 
broken arm and a blow on the head. An operation was performed on her 
arm and she had lost all sensations in her hand. She had just recovered 
from pneumonia and an X-ray showed a marked change in her lungs. She 
complained of headaches, insomnia, and indigestion. 
Another case that illustrates the odds against which medicine has to 
work is the following: 
Mr. S., age 52 years, had a second grade education. Having no fami¬ 
ly ties, he roomed with a friend. He had always worked as a common labor¬ 
er. Ifiihen admitted to Medicine Clinic, his diagnosis was found to be 
cardio-vascular syphilis. He had previously been a patient at the Vet¬ 
eran's Hospital and had a venereal history from 1909. A chronic cough 
had prevailed for several years. His breath was very short, and anklets 
and feet swollen. The prognosis was very poor as he could endure only 
a limited amount of treatment because of syphilis, aneurism and aortic 
insufficiency. 
In the following case the futility of medical skill and treatment in 
another clinic is shown. 
Mrs. C., a 36 year old widow, whose family had been known to 
social agencies for six years, had three school age children and worked 
as a domestic. She had been treated irî Medicine Clinic for constipation 
and malnutrition and was diagnosed as having syphilis. She began anti- 
luetic treatments in the Veneral Disease Clinic and later returned to 
Medicine Clinic with "eye trouble." She was referred to Eye Clinic and 
diagnosed as corneal nebulae. The.corneal ulcers were nutritional in 
origin and an operation was performed on the left eye. Two refractions 
were given after the operation, but there was no improvement after using 
glasses or lenses. 
There is a possibility that the patient will recover in some instances 
if the doctors recommendations are adhered to carefully, and the patient is 
interested in his own improvement. The following case shows the patient's 
conflict in accepting and carrying out the doctor's recommendation. 
Mrs. B., a 32 year old mother of seven children, was the only wage 
earner in t he family. She suffered from nervous headaches and was very 
sensitive to heat. She had a diffuse thyroid goiter and was given iodine 
therapy with a definite recommendation of an operation. The patient 
would not improve unless an operation was performed. Mrs. B. had decided 
on her own that the operation would not be necessary and she would not 
go through with it stating that she was "perfectly happy on relief." 
Further study and observation was essential in many cases before a prog¬ 
nosis could be given by the clinic physician. This type of information was 
also given *the welfare workers in order to have a basis for formulating plans 
for the client-patient. The following letter is an illustration of this fact. 
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12-29-U2 
Re: Jeanie Hammons 
CCDPW # 560 
Clinic # 03261 
Miss ^ 
Case Work Supervisor 
City-County Department of Public Welfare 
Dallas, Texas 
Attention: Miss ^   
Case Worker 
Dear Miss : 
The above named patient was seen in Medicine Clinic 12-26-U2 and the 
diagnosis is Lymphogranuloma and hypertension. No recommendations were 
given by the doctor and we are unable to say whether this patient can be 
rehabilitated through further medical attention. 
After she has returned to the clinic for further treatment, we will be 
able to give you information regarding rehabilitation. 
Yours truly, 
Director of Social Service 
In some cases, medicine and relief may fail to remedy such conditions 
as physical disability and inadequate economic situations due to the fact that 
the individual "displaces on unemployment or illness, emotional needs and con¬ 
flict s.” 2 The case of Mrs. S. is indicative of this point. 
Mrs. S., a 39 year old woman and separated from her husband, showed 
many «motional needs. Her clinical diagnosis was menapausal syndrones 
and severe psychoneurosis. Her medical history indicated that she had 
a fibroid of the uterus. A hysterectomy was performed. She had not 
menstruated for five months though she was always irregular. She felt 
quite comfortable alone, but became dizzy and faint when she was around 
a group or crowd of people. She had lost consciousness twice among 
groups. This feeling had been with her for several years and it had its 
beginnings with her marital difficulties. The clinic physician wrote: 
"Medicine will be of little value to this patient.” She was referred to 
Neuro Clinic for treatment. 
Physical restoration is a result of planned treatment with close follow¬ 
up. The patient himself is an important factor in the successful carrying 
^Letter from E. B. Spencer, Director of Social Service, Parkland Hospital, 
Dallas, Texas, Dec. 29, 19 U2. 
2Hamilton, Social Case Work Theory and. Practice (New York, 19U0), p. 212. 
32 
through of any plan. He must understand the treatment and continue it until 
he is discharged. The next case is an example of a patient who was deeply 
concerned about her condition and adhered to the doctor’s recommendations. 
Mrs. K., a UU year old mother of two children, had a sixth grade 
education and had always done domestic work. She seemed intelligent and 
is very neat in appearance. Her illness was diagnosed as adenoma of the 
thyroid and menapausal symptoms. She had been nervous for six months, 
had a poor appetite, irregular menses, and palpitation of the heart. She 
was advised to have a throidectomy, and after she understood the effects 
of the operation she consented. She is now doing fine and has reassumed 
her work. 
Clinical treatment resulted in the improvement of a number of patients 
for which the prognosis lias good. These cases include those patients with 
such diseases as hernia, syphilis, tonsilitis, female disorders, hemrrhoids, 
appendicitis, and the like. There was one patient for which the prognosis was 
poor and a brief life expectancy. This patient died before the study was com¬ 
pleted. 
Occupational Fitness Restored 
Case work emphasizes self-help and self-direction. The case worker gives 
consistent support when and where the client is unable to help himself, but 
while assisting him, she seeks resources in the community to develop his ca¬ 
pacity for self-direction. With these patients, illness was the cause of 
their dependency and the welfare workers secured medical attention as a means 
of restoring occupational fitness. 
Employability is considered as a resource in making adjustments for 
these clients and the welfare agency places much emphasis on this fact. The 
hospital social service department receives letters daily from the welfare 
agency asking for reports on their clients. At this point, there is to be 
observed a definite relationship and effective cooperation between the two 
agencies. The medical social worker gives information concerning the patient, 
makes suggestions as to plans of rehabilitation and to a certain extent, helps 
to carry through the suggestions made. 
Clinical treatment restored occupational fitness to a high percentage of 
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these patients. Especially was this true in cases where the working member 
suffered an acute illness of a few months duration and the men who had hernias 
to be repaired. 
The following letter is an example of the type of reports sent to the 
City-County Department of Public Welfare from the Clinic concerning the patient. 
11-22-U2 
Re: Asa Jones 
Miss CCDFW # 1732 
Case Work Supervisor Clinic # 7100 
City-County Department of Public Welfare 
Dallas, Texas 
Attention: Miss  
Dear Miss : 
The above named patient was seen in Medicine Clinic 11-20-U2. She has 
been on Gynecology service, but is now improved. We found no' report of 
pregnancy and the patient is physically able to do work. 
The doctor recommended however that she continue hot sitz baths and vine¬ 
gar douches. 
Yours truly,1 
Director of Social Service 
and Admissions 
When this type of letter is received the case worker at the welfare agen¬ 
cy makes plans to discontinue assistance. The patient is notified of the 
clinic report and is given time to locate work and become adjusted before 
his assistance is terminated. 
In all cases where the patient is rendered employable the doctors recom¬ 
mendations are given as a basis of determining the type of work the patient 
is capable of doing. However, there are cases where the clinic physician 
specifies the type of work that can be done by the patient. The following 
is an example. 
Mrs. M. was re-admitted to Medicine Clinic 11-29-U2 and her illness 
was diagnosed as malnutrition and hypertension. She complained of cramps 
•‘■Letter from Director of Social Service, Parkland Hospital, Dallas, 
Texas, November 22, 19h2, 
in her legs and loss of strength. Her blood pressure was 190/8$. She 
was given continuous weekly treatments, and had showed great improvement. 
She was able to do light work on one-half day basis, and is to return to 
the clinic each month for a physical check-up. 
The next case shows a patient who was rendered employable through an 
operation. 
Mr. L. had an acute retention of urine and prostratitis. A supra¬ 
pubic prostectomy was advised to which he agreed. He has fully recovered 
and able to work, however, he is unable to do any hard labor or any type 
of strenuous work. 
Some of the patients with syphilis were rendered employable though treat¬ 
ment had to be continued. An exception must be made for those who had luetic 
heart disease and other complications. The following case shows where the 
patient became employable through the services of the Medicine Clinic and the 
Venereal Disease Clinic. 
Mr. K. had been hoarse for three years and complained of chest pains, 
headaches and palpitation of the heart. His diagnosis was hypertension 
and Syphilis. He was refered to the Venereal Disease Clinic and was given 
anti-luetic treatment. He was also given treatment in Medicine Clinic 
for hypertension. He made continuous visits and is now in good physical 
condition and can resume his work. He is to continue the luetic treat¬ 
ments and return to Medicine Clinic for a physical check-up at the termi¬ 
nation of these treatments. 
Clinic examinations revealed cases where the patient had become physical¬ 
ly able to work, but had no desire to work or accept any responsibility. The 
next case is an example: 
Mrs. D. was a $7 year old widow who had been known to the welfare 
agency and hospital since 1938. She had had an operation for an ovarian 
cyst and gall stones. She had completely recovered from both. On her 
last visit to the clinic she complained of loss of strength, headaches, 
and backaches. After an examination her diagnosis was vitamin deficiency 
and bold. It was the doctor's opinion that Mrs. D. did not desire to work 
and displaced her feelings on illness. 
Occupational fitness was restored to many patients, but with those suffer¬ 
ing from chronic diseases even light work could not be continuous. Only the 
patients who received early diagnosis and treatment were able to keep fit on 
a job. 
Sheltered employment was needed by all the patients with cardiac ailments, 
ulcerated stomachs, and some of the respiratory diseases. None of these 
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patients had such employment. 
Due to the inadequate space for Negro patients at the City-County Con¬ 
valescent Heme these patients were taken to their homes for the convalescent 
period when their illness required hospital care. Little time was given for 
convalescence in the hospital because most of the time the bed space was needed 
for another patient. No follow-up work is done by either agency. 
CHAPTER VI 
SUMMARY AND CONCLUSIONS 
The physical and social needs of the patients studied were so involved 
as to necessitate cooperation between a medical and social agency. This mate¬ 
rial attempted to indicate the work of the two agencies in their effort to 
alleviate dependency in the light of the problems revealed by the welfare 
clients. The following report of findings give a summary and conclusion of 
the material analyzed in this study. 
1. Seventy-four percent of the total number of patients studied had 
chronic diseases that gave a partial permanent disability and con¬ 
tinuing symptoms. Twelve percent had diseases from which they could 
recover at that time, but they were liable for a recurrence of the 
same disease. Ten percent had curable diseases, and for four percent, 
the prognosis was undetermined. The nerve and circulatory diseases, 
female disorders, and venereal diseases claimed the highest number 
of patients. In many cases there were complication of diseases. 
There were more women than men patients. They ranged in age from 
21 to 55 years of age. 
2. All patients lived in frame houses, with the exception of four, who 
dwelled in improvised housing units. Over one-half lived in two and 
three room houses. No large families were found and very few children. 
Many lived alone and in families consisting of two persons. Twenty- 
one lived with friends or relatives. Modern conveniences were rare. 
Wood stoves, kerosene lights, and city water were most commonly used. 
The city water in approximately one-fourth of the homes was obtained 
from neighbors. On the whole the toilet facilities were very inade¬ 
quate. 
3. Aside from being direct relief recipients, the patients owned no 
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property and had no insurance that could be used as resource. Seven¬ 
teen percent had been known to social agencies over a period of years. 
Prior to illness, employment had been in the field of domestic and 
personal service, and unskilled labor for 86 patients. Laborious 
work was done for minimum wages. The standard of living had been 
set in accord with the family income, which resulted in adverse eco¬ 
nomic conditions. Such conditions led to fatigue, physical discom¬ 
fort, anxiety, personal demoralization, and family disorganization. 
li. These patients were not reached by the Negro Health Week Campaign^ 
school, or social agency health programs. Ignorance of hygienic mea¬ 
sures was commonly found. No wholesome recreational interest was 
found. Social contact was limited to the persons in the neighborhood, 
employers, social workers, and salesmen. 
$• Because so many of the patients came to the clinic after serious 
damage had been done to health, the clinic could not achieve much 
in rehabilitation. Improvement was seen to a certain extent, but 
only in cases of an early diagnosis, was the patient made well again. 
Occupational fitness was restored to many patients, but with those 
who suffered from chronic diseases, even light work could not be 
continuous. Only in cases of acute illnesses, early diagnosis, and 
minor operations were the patients able to return to work and keep 
fit. 
6. The City-County Department of Public Welfare depended upon the Medi¬ 
cine Clinic for the physical examination of its clients and for 
periodic reports which helped them to plan further with the client. 
The medical social worker gave information about the welfare clients, 
but did not work with the social situation of the client unless some 
phase of the problem was related to his clinic or hospital experience. 
7 • In instances where hospital care was needed, very little time was 
given for convalescence due to the limited space for the Negro 
38 
patients. The medical social worker contacts the welfare worker 
to make plans relative to a home situation for the patient when no 
shelter provisions are available for the patient about to be dis¬ 
charged. No follow-up work was done by the workers from either agen¬ 
cy, and many times, the patient returns to the hospital within two 
or three weeks after being discharged. There is no provision in the 
entire city of Dallas for Negro convalescent patients with the ex¬ 
ception of the City-County Convalescent Home which has a very lirndbed 
space for Negro bed patients. 
8. Due to the heavy case loads of the welfare workers, they were not 
able to visit their clients regularly. Often problems in relation 
to health did occur of which they had no knowledge. 
9. Sheltered employment was needed by the great majority of these pa¬ 
tients, and there were employment resources of this nature existing 
in the community, but were not accepting of Negroes. With the hos¬ 
pital patients who have diseases that will necessitate staying in 
the hospital for sometime, a program of occupational therapy might 
meet their needs. 
10. Due to the heavy demands upon clinic doctors, on many occasions these 
patients were forced to wait for a period of time before being seen 
by the doctor. Some patients, who had to wait sin unusually long time, 
grew tired and left although in pain. 
In conclusion, the writer felt that these one-hundred patients had in¬ 
dicated deep feelings of dependency, and had made use of their illnesses per¬ 
sonally to the extent that it had interfered with employability. Clinical 
findings however, showed that these patients had had lengthy periods of ill¬ 
ness and poor constitutional factors which justified their attitudes toward 
their health. Moreover, low economic status, poor physical environment and 
housing conditions plus strained family relationships interfered with possible 
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treatment plans to bring about better health. 
It was found that there was an interchange of relationships between the 
social workers at the Department of Public Welfare and Parkland Medicine Clinic, 
and an attempt was made to use each other,'s services cooperatively on the basis 
of the client's need. There was strong evidence that the Department of Public 
Welfare workers were concerned with employability and economic well-being of 
these clients and well aware of health as affecting these factors. On the 
other hand, the medical social worker at Parkland was concerned with economic 
status, housing, shelter, and basic physical needs of these patients as they 
affected recovery and treatment. 
APPENDIX A 
TABLE 6 
DISEASES OF WELFARE CLIENTS ACCORDING TO DIAGNOSIS 
Classification of 
Disease 
Number of Patients 
with Disease 
Nerve and Circulatory 6U 
Aneurism 1 
Aortic Insufficiency 1 
Arterioschlerosis 2 
Arthritis U 
Varicose Veins 1 
Hypertension l£ 




Coronary Disease 1 
Infantile Paralysis 1 
Cardiovascular Disease 2 
Rheumatism 7 
Female Disorders H5 
Cervicitis 1 
Endocervicitis 1 
Pelvic Infection Disease 19 
Salpingitis 2 
Fibroid of Uterus 10 
Miscarriage k 
Menapausal Symdrone 6 
Pregnancy 2 
Veneral Diseases 21 
Syphilis 21 
Gastro-Intestinal Diseases 20 
Appendicitis 1 
Colitis 3 





Stomach Ulcer 1 
Respiratory Diseases 16 
Asthma 2 
Bronchiectasis 1 
C lds 3 
Lung Lesion 1 
Fhinitis 1 
Pulmonary Tuberculosis 1 
Sinusitis 5 
Tonsilitis 2 
Endocrine Disorders 11 




TABLE 6 Continued 
Classification of Number of Patients 
Disease •with Disease 




Kidney-Urinary Diseases 9 
Nephritis 2 
Gall Stones 1 
Urethral Fistula 1 
Urethritis 3 
Prostatitis 1 





Mental Diseases 3 
Mai Nocturnal Convulsions 1 
Psychoneurosis ■ 2 
Unclassified 9 
Corneal Ulcer 2 
Frozen Feet 1 
Riggs Disease 3 




HOUSEHOLD COMPOSITION OF PATIENTS 
Members of Household Number of 
Persons 
Adults 90 
Homes -with one adult 53 
Homes -with two adults 33 
Homes with three adults 3 
Homes with four adults 1 
School-age Children 1±3 
Homes with one school child 17 
Homes with two school children 11 
Homes with three school children 7 
Homes with four school children 3 
Homes with five school children 1 
Homes with six school children 3 
Homes with seven school children 1 
Pre-School Children 6 
Homes with one child 3 
Homes with two children 2 
Homes with three children 1 
U3 
TABLE 8 
HOUSING FACILITIES FOUND IN THE HOMES OF PATIENTS 
























PREVIOUS EMPLOYMENT OF PATIENT ACCORDING TO MALADIES 
Type of Disease TotalTëà"ciïer “Be'àu^Uir-'^S^Ïac- Common domestic 
tician pentry mer tory Labor Per. Ser. 
Nerve and Circulatory 6U 1 1 3 2 12 U5 
Female Disorders US 1 hh 
Venereal Disease 21 1 2 1 6 11 
Gastro-Intestinal 20 1 8 11 
Respiratory 16 1 1 3 11 
Endocrine 11 1 10 
Kidney-Urinary 9 h 3 
Nutritional 2 3 
Mental 3 1 2 
Unclassified 9 1 2 6 
TABLE 10 
EDUCATIONAL STATUS OF ALL ADULTS 
FOUND IN PATIENT'S HOMES 
Last Grade Attended 
for Adults 
Number of Persons 
No Grade 11 
Grade 1 7 
Grade 2 7 
Grade 3 13 
Grade U 11 
Grade 5 22 
Grade 6 13 
Grade 7 10 
Grade 8 8 
High School 
1 year 5 
2 years 1 
3 years 1 
U years 3 
College 
1 year 1 
2 years 0 
3 years 1 





IDENTIFICATION AND PHYSICAL SURROUNDINGS 
Family Name Address Case # Clinic #  
Number of persons in household Number of rooms Number of adults  
Number of Children: Pre-school age School age Last grade reached for 
adults . Type of dwelling: Frame Brick Other » 
Type of heat: Gas Wood Other . 
Type of light: Electric Oil Other . 
Source of water: City Well Other  
Toilet: Indoor Outdoor- Pit Outdoor- Water Outdoor- Dry 
Accommodation for families. Rent Own home Buying  
Utilities included in rent: Water Heat Light • 
EMPLOYMENT AND INCOME 
Employables in home Usual type of employment  
Average family income Sheltered Employment needed: Yes No  
Capable of learning trade* Yes No If no why  
Receiving direct relief now: Yes No Previously: Yes No 
Social Service Exchange Clearings  
ILLNESS 
Number of patients in household Physical disability 
Length of illness  
Length of treatment  
Is treatment continuous: Yes No Intermittent: Yes No 
Is nature of illness chronic curable incurable  
not mentioned Evidence of mental illness: Yes No 




Source of referral to clinic 
Source of referral to Department of Public Welfare 
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